sarcomata than carcinomata. There are two syndromes-the Pepper syndrome, in which the liver is chiefly involved, the original tumour being quite small, but the liver enormous; and the Hutchison syndrome, in which the striking feature is the formation of metastases in the skull, especially round the orbit.
There are several interesting points about this case. Firstly, there is the fact that the primary tumour gave rise to no symptoms, which I believe to be a common occurrence. It is not nearly so malignant as the secondaries; although it indented the kidney it did not invade it. Secondly there is the very unusual occurrence of secondaries appearing simultaneously in both orbits. Dr. Frew has pointed out that in all previously published cases when the right suprarenal is the seat of the primary growth, secondaries appear first in the right side of the cranium, and when the left suprarenal is responsible metastases appear first on the left side. This is due to the different lymphatic drainage on the two sides. On the left, the adrenal lymphatics connect with lumbar glands, some pass down into the groin, while others pass upwards to the glands round the aorta and thence to the skull. The lungs are never involved, and the liver seldom. On the right side the lymphatics pass straight to the main trunks along the vena cava. Also the suprarenal touches the bare area of the liver. Therefore secondaries are common in the liver and lungs. Presumably in this case the primary tumour spread rapidly across the abdomen and involved the suprarenal on the other side, and afterwards secondaries appeared simultaneously along both lymphatic routes. given since this time and except for occasional exacerbations of thirst and polyuria has served to control the condition in spite of the patient's steady gain in weight. The general health has been good, though there is slight vasomotor disturbance after each injection, lasting about half an hour. One severe epistaxis has occurred recently. There has been no history of headache or visual disturbances. On examination.--A moderately obese and normally intelligent boy. Height 42& in. Weight 52* lb. The chief distribution of fat is over the chest, abdomen and hips, the face and extremities being little affected. Abdomen very prominent (circumference 24j in.). Skin of fine texture; testicles rather small. Central nervous system, heart and lungs normal. Discs and visual fields normal. X-ray sella turcica shows no abnormality. Wassermann reaction negative. Urine (without pitressin), specific gravity 1002, slight trace of albumin, Fehling test negative, deposit nil; (with pitressin) specific gravity 1006.
August 28 L. S., a Jewish girl, aged 7 years. Parents and seven other children alive and well; no family history of tuberculosis. Except for measles at 2 years and pertussis at 51 years of age the child was well until February 1, 1932, when she suffered from fever, cough, pain in the chest, and headache of sudden onset. Cough and fever persisted, and she was admitted to the London Hospital three days later (February 4).
On examination (February, 1932) : A pale, moderately distressed and dyspnceic child with ale nasi working. Temperature 1040, respiration 35, pulse 130. Tonsils enlarged and injected; tonsillar glands palpable; both ear drums injected at posterior margins. Chest movement equal and rapid; no alteration in vocal fremitus. Slightly impaired percussion note and diminished air entry at left apex anteriorly and left upper chest posteriorly, with occasional fine crepitations at left apex. Tubular breathing was heard in left axilla. Left base and right chest showed normal resonance and air entry. Nothing else abnormal was found. A diagnosis was made of left upper lobe pneumonia, with upper respiratory infection. The temperature and respiration rate remained high for five more days (until the eighth day of illness), and fell to normal by lysis during the succeeding five days. The signs at the left apex became more marked during the two days following admission, with the appearance of many fine moist rales, and cleared almost completely during the period of defervescence. The left ear drum ruptured spontaneously on the tenth day of illness, and aural discharge continued intermittently for a fortnight. On the sixteenth day of illness, when the temperature had been about 1000 for five days, and the patient's general condition had strikingly improved, the temperature suddenly rose again to 1030, and remained high for three weeks, then settling gradually (see chart). No signs were found in the chest to account for this at its onset, but on February 23 (twenty-third day of illness) there was greatly diminished movement of the whole of the left chest, with almost stony dullness posteriorly extending from the spine to the left posterior axillary line and most marked below the angle of the left scapula. The breath sounds were very feeble over the whole of the left chest, and a few fine rales were heard immediately internal to the angle of the left scapula. There was no evidence of displacement of the heart or of effusion into the pericardium. Dr. Cecil Wall saw the patient on -March 2 and formed the opinionchiefly on the radiographical evidence-that the condition was due to posterior mediastinitis. The chest was then needled internal to the scapula border in the fourth, sixth, and eighth spaces and in the mid-axillary line in the sixth space without fluid being obtained. The abnormal signs in the chest persisted for about three weeks and gradually cleared as the temperature fell. The patient's general condition remained surprisingly good, with a minimum of distress or dyspncea, throughout.
